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Background: The size and composition of multidisciplinary 
teams working in primary care has increased over the last 
twenty years. The views of General Practitioners about these 
changes have not been widely investigated. The aim of this 
project was to explore what general practitioners (GPs) 
understand by ‘multidisciplinary, primary healthcare team 
working’ in the current climate. 
 
Methods: A descriptive qualitative case study, using semi-
structured interviews was undertaken to explore the views of 
six GPs. Transcribed interviews were thematically analysed. 
 
Results: Analysis of the interviews identified six broad 
themes. These were: practice team structure and function, 
GPs’ perceptions of their own role within the team, others’ 
roles within the team, communication issues, constraints 
impacting upon change and lastly, relationships with external 
organisations.  
 
Conclusions: Movement to multidisciplinary teams has meant 
that true personal continuity of care between individual 
patients and individual doctors is no longer possible, however, 
enabling the GP to let go of this idealised historical model of 
general practice is difficult. The extension of the team has 
implications for increasing the supervisory and leadership role 
of the GP, without GPs necessarily feeling that they have the 
skill set for extending that role. The transition from providing 
physician-only care to team care provision, is seen as 
inevitable, given the work force strictures on general practice, 
but this study suggests it is not universally welcomed. 
                  ©The Author(s). 2019 Open Access This article is distributed under the terms of the Creative Commons 
Attribution 4.0 International License (http://creativecommons.org/licenses/by/4.0/), which permits unrestricted 
use, distribution, and reproduction in any medium, provided you give appropriate credit to the original author(s) 
and the source, provide a link to the Creative Commons license, and indicate if changes were made.  
What is the General Practitioner’s understanding  
of multidisciplinary teamwork? 
 What this paper adds:   
Current healthcare policy has encouraged the development 
of multidisciplinary healthcare team working. The 
perspectives of General Practitioners in this transition have 
not been extensively studied. This study highlights the 
challenges which arise from the need to increased 
supervision and delegation and the concerns which this 
poses for senior clinicians. Findings may be of interest to 
other professionals working in multidisciplinary groups.  
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Introduction: General Practice occupies a unique niche 
with most practices operating as independent contractors 
to the NHS.  Complex relationships exist between GP 
employed staff and other staff attached to practices but 
line-managed by other organisations. Many younger 
general practitioners have chosen a salaried rather than a 
partner role.  In a well-functioning healthcare system, 
primary healthcare provides the first point of contact for 
patients with the aim of producing comprehensive, co-
ordinated and person-centred care, built on a relationship 
developed between the patient and their GPs. Indeed a 
good relationship with the provider of healthcare is 
associated with better health outcomes (Starfield et al., 
2005).  Primary care in the early National Health Service 
was provided by independent GPs acting in isolation. Poor 
standards of care, bad working conditions and professional 
isolation was endemic. Collings (1950)  recommended the 
development of group practice units. In response to central 
incentives such as the Quality and Outcomes Framework 
(NHS England,2018), over the last twenty years, primary 
care has transformed into larger practices serving bigger 
populations.  
 
Simultaneously, the complexity of disease management 
provided by primary care has increased. Reviews suggest 
that multidisciplinary teamwork can improve chronic 
disease outcomes for patients and is effective in the 
management of complex cases (RCGP, 2012; RCGP, 
2016). However, declining primary care and community 
resources and a reduction in the attractiveness of general 
practice as a career, have led to an increasing 
demoralisation amongst general practitioners (Dale et al., 
2015). 
 
GPs have responded in innovative ways in attempts to 
control their increasing workload, including delegating 
duties to other members of the practice team. According to 
Kuzel (2011), creating a high functioning team to ease the 
pressures of GPs makes financial sense and may in fact, 
create significant additional clinical capacity. Bodenheimer 
(2006), writing of primary care in the United States, where 
it is acknowledged that there may perhaps be different 
pressures, notes the increasing incompatibility between 
physician-delivered care and their workload. Bodenheimer 
suggests that it has become virtually impossible to 
complete all of the clinical demands placed on GPs within 
the working day, thus necessitating workload redistribution.  
 
Williams and Sibbald (1999) note that not all general 
practitioners have welcomed such changes to working 
practices, expressing concern that the rapidity of the move 
to the extended role of the practice nurse with little time for 
reflection has created a culture of uncertainty. Bramwell et 
al. (2015) suggest that despite many attempts to integrate 
GPs with other providers, notably community services, 
there still remains a considerable disconnect, apparently  
aggravated by continuing structural changes in the NHS.   
 
Arksey, Snape and Watt (2007) highlight that new nursing 
roles, such as nurse practitioners, are blurring traditional 
boundaries, whilst the roles of managerial and reception 
staff are developing a more clinical focus without individual 
team members necessarily understanding how each 
other’s roles function.   
 
Gerada and Riley (2012) highlighted that GPs of the future 
would be working in multidisciplinary teams, developing 
generalist-led, integrated services. Indeed, NHS England 
(2014) in their Five Year Forward View, stated a 
commitment to increase the multidisciplinary team 
workforce in general practice.  
 
The literature has identified areas that need to be 
considered to establish effective multidisciplinary team 
working in primary care. There are specific considerations 
when new members and roles are introduced into teams. A 
number of studies have considered the perceptions of 
different professional roles, particularly those of nurses and 
nurse practitioners ( Vail et al., 2011; Matteliano and 
Street, 2012; Quinlan and Robertson, 2013; Stewart et al., 
2015), but the perspective of GPs has been less widely 
reported (Mazzaglia G et al., 2009; Tierney et al., 2016). 
 
What is less well described is the current view of General 
Practitioners working in England, some years since the 
publication of the Five Year Forward View (NHS England, 
2014) with the stated intent to increase multidisciplinary 
working. This study sought to address this question in a 
deprived and under-doctored Clinical Commissioning 
Group area with an imperative to embrace diversification of 
the team composition.  
 
Methods: For this study, a qualitative case study approach 
was taken to understand individuals’ experiences and the 
subjective meanings which individuals attach to these.  
 
A purposive sampling approach was adopted. Clinical 
Commissioning Group (CCG) practices were contacted by 
email with a written request to individual general 
practitioners to participate in the study. Sampling continued 
until theoretical saturation was reached and no new 
relevant information was emerging. Ethics approval was 
granted by the University of Kent. 
 
Given the likely time constraints of participants as busy 
professionals, a pragmatic decision was taken to use 
telephone interviewing. A pre-determined set of open-
ended question prompts was developed, utilising 
 




































information obtained from the literature review. Interviews 
were professionally transcribed after the interviews had 
taken place and transcripts were checked by two 
researchers, to ensure data was an accurate 
representation of interview content. 
 
A surface-level approach was taken to data analysis, 
staying close to the text rather than attempting to speculate 
further on intended meaning.  This open data interpretation 
permitted reflexivity. Adopting Bengtsson’s (2016) four-
stage approach to thematic analysis, initial open coding 
took place after familiarisation with the content of the 
interviews. 
 
To reduce the subjectivity of the analysis, a second 
researcher, with a background in medical education, 
independently reviewed and explored the interview 
transcripts, producing an alternative coding framework. 
These two coding frameworks were compared and 
combined for final compilation and interpretation of the 
data. 
 
The author of this paper is a general practitioner practising 
in the same area as the participants and familiar with their 
working context which represents a socio-economically 
deprived Clinical Commissioning Group (CCG).  Whilst 
attempting to avoid conscious bias and to be as neutral as 
possible, it has to be recognised that the insider status of 
the author must be acknowledged as a potential source of 
bias before considering the wider transferability of this 
study.  
 
Results: Of twelve potential interviewees, six consented to 
be interviewed. Interviews lasted between 16 minutes and 
29 minutes, with a mean duration of 24 minutes. 
 
Five of the six interviewees were female. Nearly all fell in to 
the 40- to 50-year-old age band with one slightly younger 
than forty years old. Six practices were represented and 
there was an even distribution of salaried general 
practitioners and partners within each. The sample included 
those with primary medical qualifications from the UK, Indian 
subcontinent and Europe. Four of the general practitioners 
were practising in a language other than their mother 
tongue. This is broadly representative of the local population 
of GPs but may not be comparable to that in other CCG 
areas.  
 
Thematic analysis identified six broad themes: 
• The practice team structure and function. 
• GPs’ perceptions of their role within the team. 
• Others’ roles within the team and relationships. 
• Communication issues. 
• Constraints affecting teamwork.  
• Relationships with external organisations and 
context. 
 
Theme 1: Practice team structure and function: 
Respondents identified a difference between the 
multidisciplinary team as it currently exists and what an 
ideal team might look like. Participants expressed a view 
on what an ideal team should look like:  
 
‘I would like a stable team, people I can rely on, a 
mix of people...who are primary clinicians...but also 
people who are interested in the organisation... 
interested in data...with a vision and leadership...I 
think when you have all these things in concert, then 
you have a practice that can really fly.’ (GP2) 
 
 
Theme 2: GPs’ perceptions of their role within the 
team: All informants accepted the role of the general 
practitioner had changed and will continue to change. 
However, there was some concern about what has been 
lost in this change, particularly with respect to seeing 
patients face-to-face: 
 
‘I feel a bit sorry that the old style of consulting goes, 
I like seeing patients face-to-face but it’s not going to 
happen anymore...we like to hold [on] to old habits.’ 
(GP1) 
 
All the informants suggested that their role within the 
primary healthcare team included supervision of other 
team members, acknowledging that this could be 
challenging: 
 
‘You want to know what’s going on and we have to 
adapt the way we’re working so that we have 
time...you are the train driver and you don’t know 
who is getting on and off the train and which doors 
are open and closed.’ (GP5) 
 
The participants recognised that their changing role was 
causing additional stress, as well as placing more 
responsibility on the general practitioner: 
 
 ‘The team looks up to me to say what do you think 
is the right thing...the final call has to be mine.’ 
(GP3) 
 
Theme 3: Others’ roles within the team and 
relationships: Informants mentioned their role within the 
 




































team and how they perceived it, particularly in relation to 
leadership. They all felt that their position within the team 
was as the leader: 
 
‘I think our training and the length of time we train 
and the intensity, gives us the broadest 
shoulders...when there’s a problem in the team it 
comes back to the person who is able to deal 
with…and inevitably it’s the GPs who are the 
linchpin to it all.’ (GP2) 
 
Equally, however, there was mention of learning from other 
team members: 
 
‘…being able to identify your own limitations and 
then knowing which member of the team can answer 
that best, may well be appropriate.’ (GP5) 
 
Some informants mentioned issues of losing control as well 
as speaking of how they have had to adapt to 
accommodate change:  
 
‘Having to trust people that are seeing our patients 
and trusting that they’ve done the right thing and 
we’ve given them the opportunities for feedback and 
questions...slightly losing control.’ (GP5) 
 
‘I think it’s going to be the transitional period that’s 
the tricky part and I suppose it’s how you make that 
work, particularly with new people in the team.’ 
(GP5) 
 
However, informants shared their opinions on the benefits 
of team-working, with respect to sharing roles and 
delegating beyond the traditional team. Participants 
expressed the opinion that the diversification of the 
workforce has been beneficial to both patients and their 
practices: 
 
‘…the paramedic practitioner is a great help, 
especially on the on-call because she is able to do 
the home visits, she’s got a lot of experience and I’m 
new to the area.’ (GP6) 
 
‘I think that having a nurse practitioner is a great 
asset for the surgery, she is very experienced with 
the social side of things, she does the forms and 
spends time sorting out problems which we wouldn’t 
have time to [do] otherwise, obviously she 
communicates with us too.’ (GP1) 
 
Theme 4: Communication issues: The majority of 
informants commented on the multiplicity of connections 
between general practice and other service providers as well 
as the individuals within them. Communication was 
particularly challenging when multiple agencies were 
involved in the care of patients with complex needs:  
 
‘There were problems when instead of one person 
being involved in the care there were several people 
who got involved, district nurses, our team and the 
nurse practitioner as well as the duty doctor, it was a 
complicated affair…there was no outcome, a lot of 
communication was not going well because it all got a 
bit mixed up.’ (GP3) 
 
Theme 5: Constraints affecting teamwork: The majority of 
informants described their frustration with information 
technology and the lack of an integrated computer system: 
 
‘...it would be very helpful if they were on the same IT 
platform...it’s a really outdated model...it would be 
much better for us and for other healthcare 
providers…you need a different clinical record, it’s a 
barrier.’ (GP1) 
 
A number of the informants mentioned time pressures: 
 
‘…there’s no time to think...yes, we could all do with 
the time to think...we are limited in the work that we do 
by the workload, you have to look at the natural 
limitations of the job.’ (GP5) 
 
Additionally, staff shortages and the mobility of staff between 
organisations challenged the system too: 
 
‘…lack of qualified staff because there’s a shortage 
not only of GPs but also with nurses…the nurse 
coming, she used to be a district nurse so we’re taking 
her from the district nursing team.’ (GP1)  
 
Theme 6: Relationships with external organisations and 
context: Two informants also mentioned the reluctance of 
primary care to change from traditional methods of working: 
 
‘…a reluctance to see change happening has a lot to 
do with it because of the way our practices are 
structured.’ (GP2) 
 
Another participant was very fearful for the future because of 









































‘I don’t think we’re going to meet our 
demands...increasing demands for GPs, even with 
different physician associates in different categories 
and roles in professionalisation...it’s just the 
workforce side of things, the patients are older and 
more complicated...there are housing problems and 
employment problems...that can’t be resolved...there 
is not the infrastructure.’ (GP2) 
 
Discussion: This study set out to explore GPs’ 
understanding of their role and their relationship with other 
members of the multidisciplinary primary healthcare team, 
using a qualitative case study approach with semi-
structured telephone interviews. It identified six themes.  
 
Policymakers build multidisciplinary, team-based care 
through systems, structures and guidelines. Naccarella 
(2009) argues that these initiatives will fail unless 
underpinned by the relational mechanisms of competence, 
accessibility, goodwill and honesty. Jaruseviciene (2013) in 
a Lithuanian study, suggested that a strong biomedical 
approach predominates despite the formal framework 
(described as hardware) for teamwork. Structures are 
necessary in the early stages of developing teams, but 
subsequently rather more fragile software (intrinsic and 
behavioural factors) play a role in multidisciplinary 
behaviours. Both studies are concordant with this 
investigation in suggesting that the necessary interpersonal 
interactions for team-building are not prioritised by 
‘management’ but rather that teams are expected to deliver 
immediately after their inception. 
 
The concept of the team as described by the informants 
here was a very loose structure. Multiple teams co-exist, 
with the general practitioner a member of each of these, 
with all the informants seeing themselves as central to the 
functioning of the team. In many cases, these teams 
appeared to meet Brown and Duguid’s description of ‘non-
canonical’ teams, lacking official sanction, but existing to 
expedite patient care (Brown and Duguid, 1991). 
 
The suggestion that an oversized team might not be 
helpful, concurs with Grumbach and Bodenheimer (2004) 
who noted that increasing organisational complexity and 
associated communication challenges might outweigh any 
benefits of teamwork and erode professional satisfaction in 
providing personal care. 
 
The informants in this study were convinced of the benefits 
of interdisciplinary primary healthcare working and saw this 
as a positive way of overcoming some of the challenges of 
a limited workforce coping with what Croxson et al. (2017) 
describe as the ‘undo-ability of their role’. Croxson and 
colleagues (2017)  reported that one of the most enjoyable 
aspects of the job was interacting with patients, which was 
seen by informants as diminishing just as roles such as 
overseeing staff and dealing with complex processes 
appeared to be increasing. 
 
Shaw et al. (2012)  noted how little attention was given to 
human factors, such as relationships and teamwork, when 
changes were introduced that required staff to work 
differently. The rapid pace of change in teams as described 
by the informants here, does not allow teams to stabilise and 
led to challenges to negotiate new and existing tensions in 
trying to establish positions. Since this process is dependent 
on goodwill and trust, which is built over time and tends to be 
person-dependent, it fades quickly if key professionals leave 
(Bidwell and Thompson, 2015). 
 
Mazzaglia (2009) commented that when GPs worked in 
teams, despite having more job stress, their job satisfaction 
levels were higher related to the support network that the 
teams had developed. In the same way, respondents in this 
study described being supported by other team members as 
well as offering leadership to the extended team. The role of 
the GP as part of the team and their assumed (or claimed) 
leadership reported by Pullon (2008) commenting that as 
multidisciplinary teams have become more widespread, 
doctors have asserted their right to be team leaders, 
justifying this  because of superior knowledge, broad 
experience and continuing legal responsibility.  Respondents 
in this study were concerned to be retaining accountability 
and responsibility, but at the same time acknowledging a 
loss of control.  
 
The value of and the challenges associated with developing 
and maintaining professional relationships reported here is in 
accord with Macdonald et al. (2010) who recognised the 
need for professionals to understand each other’s roles. The 
finding that inter-professional trust will develop by 
demonstrating competence, mutual respect and resilience 
chime with the view of study informants that better working is 
greatly facilitated by previously well-established 
relationships. 
 
The themes identified here resonate with the work of Harrod 
et al. (2016), recognising the importance of team 
interactions, team goals and the need for continuous review. 
The goals expressed in this study were almost exclusively 
patient-centric, rather than organisation-centred, consistent 
with the literature. The transition of the role of the general 
practitioner, from a solitary professional, to a team member 
with responsibilities extending to the oversight and 
supervision of other team members, was recognised here, in 
accordance with Irvine et al. (2002). Likewise, Irvine noted 
the same challenges of the lack of time and capacity found 
here. 
 




































The difficulties of understanding the professional roles of 
others in the multidisciplinary team has been reported by 
Lawn et al. (2014) who stressed the importance of knowing 
and valuing the competence of other professionals. Failing 
to understand the breadth of another’s skills will either lead 
to duplication, or the gaps described in this study. Both 
Lawn et al. (2014) and Soubhi et al. (2010) suggest that 
professionals cultivate relationships through regular 
contact, agreeing common goals and recognising skill sets.  
 
This study also emphasised the importance of 
collaboration around complex and challenging patients, 
who were described as those who do not easily fit agreed 
protocols, procedures and tick boxes. 
 
The current pace of change within the NHS, associated 
with the challenges of a diminishing clinical workforce and 
an increasing patient workload, has led to the introduction 
of new team members into the primary healthcare team, as 
well as to an extension of the roles of existing team 
members. Whilst the literature identified lack of ‘readiness 
for change’ as an inhibitory factor in the development of 
multidisciplinary teamwork, this does not appear to be a 
constraint identified by the informants in this study. The 
study population might be atypical here in having already 
accepted the inevitability of change. The informants 
discussed the inherent instability of the process of 
multidisciplinary teamwork and the burden it placed on 
them in their perceived role as team leaders. Stability and 
clarity as to the function and form of the primary healthcare 
team was needed whilst accepting that as a consequence 
of multidisciplinary teamwork, their future role would be 
less hands-on and more that of a clinical supervisor and 
overseer. However, they expressed concerns about 
delegating whilst retaining responsibility and accountability 
for the actions of others. 
 
The literature identified lack of co-location as a negative 
factor. In this study, greater concerns were expressed 
about poor communication and information transfer than 
physical connectivity. In a workforce already challenged by 
shortages and re-structuring, these developments were 
seen as ‘change for the sake of change’ that added to the 
informants’ frustration. The informants recognised that they 
were in a stage of transition but were uncertain as to 
whether the benefits of the new working practices 
outweighed the disadvantages to them as individuals. It is 
difficult to know whether this represents an inherent dislike 
of change in the general practitioner population or a lack of 
insight into the changing role of the GP. If this is the new 
role, then these new skills (of supervision and delegation) 
will need to be acquired. Letting go of direct patient contact 
was not necessarily viewed as desirable, even if it was 
inevitable. 
Study limitations: The decision to interview fellow GPs 
working in the same geographical area as the researchers, 
meant that there was a commonality of understanding, but 
this also increased the risk of collusion and the potential for 
important perspectives to be omitted. Equally, the decision 
to approach GPs only, meant that the perspectives of other 
team members were not considered. The work of Vail et al. 
(2011) and Gray, Harrison and Hung (2016) identified 
issues relating to social hierarchies when they interviewed 
unregistered healthcare team members. Previous work, 
such as that by Tierney et al. (2016) and Vegesna et al. 
(2016), showed that GPs tend to have more negative 
attitudes towards multidisciplinary team working than other 
colleagues. Although the number of informants was small, 
they provided a significant volume of data and there were 
no new themes emerged in the later interviews. The 
purposive sample of informants represented the diversity of 
the general practitioner population within the CCG area, 
with regard to both sex and primary medical qualification.  
 
This study did not explicitly consider differences between 
the views of partners and salaried GPs nor how long they 
had been in this role. Both of these factors may influence 
attitudes and would be the subject for further research. 
 
Conclusions: The description of the concept of the team 
offered by the informants in this study, was that of 
teamwork, centred on relationships between individuals, 
rather than team-based care, which is delivered through 
structured processes and protocols. 
 
GPs felt themselves to be the lynchpin on which primary 
care rested and saw this part of their role continuing. 
However, they were concerned that the workload was 
becoming unsustainable and that additional members of 
staff were not necessarily working towards the same goals 
as themselves. The informants all accepted that their role 
in the future would be different, but the uncertainties of that 
future role and equally of the constitution of the team were 
worrying. One informant described the team as a train with 
individuals boarding and leaving as they pleased, and 
outside of the GP’s control. Despite being the lynchpin, 
informants expressed concern that they also had very little 
control over both the speed and direction of change, with 
an associated reduction in their ability to self-direct. 
 
Informants recognised the benefits of having different 
healthcare professionals in their practice teams but were 
struggling to come to terms with the implications of this for 
their individual working practices. The informants did not 
necessarily feel that they had the requisite skills as team 
leaders and some questioned whether they had the 
 




































managerial and administrative support available to them to 
enact the necessary changes. 
 
The rapid evolution of a less doctor-centred primary 
healthcare team, without affording the time necessary to 
build an understanding of the team’s roles and determining 
the team’s direction and processes, has implications for 
establishing interprofessional trust, which in turn could 
pose a considerable risk to the quality of patient care. 
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